
question arises: How much of her trouble may
not have come primarily from this condition,
with auto intoxication, being continued from
the alimentary tract, over-work of the liver in
handling of the poisons, poor functioning of all
the abdominal organs from mal-position and in-
terference with proper nerve and blood supply,
due to stretching.

In conclusion:
1. Ptosis is present probably in many more

cases than we realize, 9 out of 29.
2. The size of the stomach varies enormously

and the tubular stretched stomach is present in
most of the cases of ptosis—6 out of 9—and
that the lesser curvature can be greatly
stretched down, this series shows.

3. The small intestines vary greatly in
length, 10 ft. 6 in. to 25 ft. 10 in., averaging 19
ft. 3 in., the length having only slight effect on
the nutrition, with a tendency to more fat the
longer the intestine and vice versa.

4. The large intestines vary also, averaging
5 ft. 3 in., extremes 3 ft. 8 in. to 8 ft. 5 in.

When the stomach is low the large intestine
is apt to be longer and the caecum large and pen-
dulous, the greatest length being in the trans-
verse colon and sigmoid.

5. The total average length of the entire in-
testines is 24 ft. 6 in.

6. A rather significant fact is that not only
the hollow viscera are displaced, but even more
often the solid, such as the liver, which was
below the costal border in 20 cases.

This paper proves nothing ; it merely points
to several significant facts, but I feel that with a
much larger number of observations and cases
more definite information could be had, which
would materially increase our scanty knowledge
of the visceral conditions which are possible,
and may help to explain some of the abdominal
symptoms found clinically.

A PRIVATE OBSTETRICAL RECORD.*
BY JAMES R. TORBERT, M.D., BOSTON.

The appended private obstetrical record card
is offered not as any new proposition, but as
a record which is fairly comprehensive, can be
easily carried about, and is of convenient size
for filing in an office desk.

A word of explanation was thought advisable
and this has been extended to the emphasis of
certain noints in the handling of obstetrical
cases which appeal strongly to the writer There
are probably other records on the market more

complete and better adapted to institutional
work, this one is intended for private cases and
with the hope that it will be of service to the
busy general practitioner. The idea has been
to cover the case from the time of conception to
the final discharge of the patient at the end of
convalescence, and the writer is satisfied that
the record is fairly comprehensive and suitable

* Read at the Boston Obstetrical Society, October 24, 1911.

for the intelligent care which should be given
every pregnant woman.

In line with the great advances of late years
in the practice of obstetrics, the increasing
number of problems continually met, it is being
more and more impressed upon us the import-
ance of thoroughness and attention to detail in
the handling of our obstetrical cases.

A concise history of past conditions, with a
few minutes' talk on what to and what not to
expect during the pregnancy, will many times
make a great difference for the better with the
happiness of that individual during her nine
months of anticipation. Contingencies arising
during the course of the pregnancy are noted
from time to time, with their treatment and re-

sults, and it is surprising how in a compara-
tively few records much concise, interesting and
important information is obtained.

Only of late has the importance of antepartum
examinations been realized, and as in the great
majority of cases the date of the expected con-
finement is computed with no more than from
two to five days variation, the importance of this
examination naturally increases with the prox-
imity of labor. The necessity of an intelligent
antepartum examination is more and more im-
pressed upon one in the conduct of an indoor
maternity clinic. At the Boston Lying-in Hos-
pital on case after case which comes in after
labor has been of long duration, we are com-
pelled to do operations which we never should
elect, and which cases with a careful antepartum
examination would never have gotten into such
a condition.

Lack of time is the frequent reason ascribed
for failure to make this examination. The an-
swer is that a thorough antepartum examination
can be made in fifteen minutes, and surely this
is not too much to ask on one of these cases?

A knowledge of abdominal palpation is neces-

sary to good results in this work, and this is
only obtainable by practice in handling of these
cases.

It is really astonishing how much can be
learned by one familiar with this work. More
attention should be given the teaching of pal-
pation in our clinics, it being only from the
actual handling of the cases that the size of the
baby, the relation of the presenting part to the
maternal pelvis, and many other important
facts can be ascertained.

This record is really three cards pegged to-
gether, any of which may be detached. The first
card contains space enough at the top for enough
data to fill out the birth certificate; this is of
great convenience and gives the attendant a
permanent record of the legal requirements.
At the end of the puerperal card is the date for
the time of reporting the birth certificate, this
serving as a reminder which is often necessary.
The remainder of the card is a record of the
pregnancy up to the time of the antepartum
examination, which we try to make as near the
date of the expected confinement as possible.

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at SAN DIEGO (UCSD) on June 23, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



The second card contains on one side the re-
sult of the antepartum examination, and on the
reverse side the record of the labor.

The third card contains a record of the con-

valescence, and on the reverse side is a copy of
the clinical chart of the mother for a period of
three weeks, also a brief record of the baby at
the time of discharge.

At the first visit of the patient there are a few
points worth emphasizing :

1. The past medical history of the patient;
here we call attention to any disease which may
have left an imprint upon the patient's system.
Among these are those affecting the heart, as
rheumatism, tonsillitis, diphtheria; any disease
of the nervous system as indicated by previous
neurological treatment ; tuberculosis, pulmon-
ary or bone; any renal involvement, etc., etc.
Attention to this subject will often avert event-
ual trouble, and with early treatment instituted
can be easily controlled.

2. The history of previous labors, the num-

ber, character, and the results to mother and in-
fants. Previous disaster to the infant leads to
much more care upon the part of the medical at-
tendant, causing him at the proper time to make
a detailed examination of the maternal pelvis,
and to ascertain fully the cause of the previous
disaster.

3. The condition of the patient since the
beginning of pregnancy should be gone into in
detail, especial attention called to the hygiene
of pregnancy, a subject by the way too fre-
quently neglected. The importance of the three
eliminative functions, kidneys, skin, and bowels
should be explained in a common sense sort
of way, thus getting the early cooperation of the
patient on this most important matter, for the
proper conduct of the pregnancy.

The various ailments which may arise are ex-
plained with the proper remedies to be applied
and the importance of her communicating with
the physician in case she is disturbed by symp-
toms arising of which she has not been informed
is here emphasized. In passing, another point
arises which is of sufficient interest, in that call-
ing attention to it frequently is the means of
saving a great amount of the attendant's time:
the kindly interference and advice to those pa-
tients by their friends, relatives, etc. A patient,
if she wishes, is always able to forestall this ad-
vice by the statement that her physician has
gone into detail in regard to all such matters.

The blood pressure is always taken at the first
visit, and subsequently if the urinary findings
or symptoms arise which call attention to de-
rangement of elimination. It is again taken at
the time of the antepartum examination, and
in the short time of the usage of this instrument,
several cases in private, and countless cases on
the maternity clinic have been discovered where
a high blood pressure existed and proper treat-
ment being instituted the pressure came down
and the severer type of toxemia averted without
question.

R. M. Green has done an interesting bit of
work on this subject which is well worth pe-
rusing.

The writer cannot agree with the obstetrical
author who is able to detect a high blood pres-
sure by digital examination of the pulse.

The urine examinations on the record are
systematized and numbered from one to twelve-
with appended dates; if the time for examina-
tion shows the specimen not to have been re-

ceived, her attention should be called to the mat-
ter, and by having a condensed record as here,
this is an easy matter and one well worth taking
the pains to see carried out.

As regards the antepartum examination the
main point to be emphasized is its extreme im-
portance. Men differ greatly in the form used.
The one appended has filled the conditions use-
ful to the writer. The examination is practi-
cally a complete physical examination plus the
obstetrical examination. The external pelvic
measurements are indicated as regards sugges-
tions to contractions inside the pelvis. The in-
ternal pelvimetry is ordinarily done without
an anesthetic but if it is indicated an anesthetic
should be administered and a more critical ex-
amination carried out. The relation of the pre-
senting part of the infant to the brim of the
pelvis can be readily mapped out, and in doubt-
ful cases a combined vaginal and abdominal ex-
amination with the examiner's hand or the as-
sistant's hands on the head will frequently be
able to cause a semi-engaged head to readily
come into the pelvis.

The writer would call attention to the im-
portance of examining the bony outlet of the
pelvis. This can be readily done by preferably
a Williams' pelvimeter, or the ordinary pelvi-
meter, and the transverse and antero-posterior
diameters of the outlet give an absolute in-
dicator as to the existence of the male type of
pelvis. This type is not uncommon, and undis-
covered, results in lacerations of the maternal
soft parts which are extremely difficult if not
impossible to repair. At the time of the vaginal
pelvimetry many useful points can be made out,
especially the existence of that obstetrical ter-
ror, placenta previa.

At the Boston Lying-in Hospital the writer
has repeatedly done this entire antepartum ex-
amination in from ten to twenty minutes, and
with a little practice on ten or a dozen cases
much information about a case can be obtained.

With Dr. J. B. Swift, Jr., the writer has re-

cently gone over some 700 cases in the preg-
nancy clinic of the Boston Lying-in Hospital.
The results have been interesting and instruc-
tive. Out of the 700 cases almost an even 100'
have had pathological lesions, minor and major,
where corrective measures were instituted and
the future record of the patient carefully
watched. This is a proportion of one in seven.
Some of the pathological conditions noted were
as follows : Albumenuria with toxemie symp-
toms in 22 cases. We were able to trace the sub-
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sequent course of most of these, and there was
but one fatality—this patient did not follow the
explicit instructions given and failed to report
at the hospital when ordered. Small pelvic
measurements, indicated by external measure-
ments and confirmed by subsequent internal ex-
amination in 23 cases. Of this number 4 cases
came to Caesarian Section, 4 cases to a difficult
forceps operation with damaged soft parts, 6
cases were normal deliveries with small babies.
These occurred in the hospital where they were
carefully watched in the early stages of labor,and where the conditions were such that we
were prepared to interfere under the most favor-
able conditions, if necessary. The remainder of
this group were later applicants whose labors
have not as yet come off. Cases of this type
to be delivered at their homes receive at the
time of examination a card marked in red ink
and at the commencement of labor are at once
seen by the Out-Patient House Officer on duty at
the time. The more marked cases of pelvic de-
formitory are admitted to the hospital before
the onset of labor. Pour cases of heart lesions ;
7 cases of syphilis and other skin affections; 7
cases of extensive varicosities of the extremities ;4 cases of breast abnormalities; 5 cases of cys-
titis, 2 of which were gonorrheal in origin; 5
cases of poor general condition; 1 case of pro-
lapsed uterus ; 1 case of hydramnios ; 3 cases of
tuberculosis ; 3 cases of antepartum hemorr-
hage ; 2 cases of early rupture of the membranes ;
1 case of vulval abscess; 2 cases of multiple
pregnancy ; 3 cases of breech presentation ; 1
case of early intra-uterine death. This clinic
fills a much-needed want in the community, its
possibilities are unlimited. Of late it is beingused with much success for teaching purposes.

To continue with the card, the results of the
examination made before the onset of labor
may be compared with those found at the ante-
partum examination. The results are often most
instructive.

Prognosis is important in the final outcome
of the case, and if operative interference is in-
dicated the cause of such interference is put
down at the time. Attention is called to the pla-
centa and membranes, the mode of delivery, and
especially as to the complete removal of both.
They should be carefully inspected, and if there
is a question as to their entire removal this
should be noted on the record, and whatever
treatment decided upon should be instituted at
once. Vaginal lacerations should be carefully
noted, with their treatment and the type of su-
ture material used. We do not inspect cervical
lacerations unless at the end of a manual dila-
tation or in case of cervical hemorrhage.

The condition of the uterus is carefullywatched, and given a case where there have oc-
curred nine uterine contractions after the expul-
sion of the placenta, the placenta and
membranes entirely removed, we have as
yet to see post-partum hemorrhage. The
uterus is always examined by the attend-

ant before leaving the case, together with
the maternal pulse; this is recorded in the
chart. The infant's condition is looked into,
cord for hemorrhage, general condition as evi-
denced by its activity.

The puerperal record may be looked after by
the nurse, if desired, and easily abbreviated
notes on the various functions are recorded. If
the condition of the infant demands more space
an extra card, which is of the standard size, may
be used and filed with the record.

The final examination of the patient is impor-
tant, and many trivial ailments can be corrected
at this time, which if allowed to go on, will in a
number of cases cause the patient discomfort, if
not actual harm. The nurse fills in the clinical
chart for the three weeks or more, and this is of
frequent value in subsequent pregnancies. A
short resume of the infant is appended.

The cards may be obtained of F. H. Thomas
Co., Boston, Mass.

Medical Progress
PROGRESS IN OBSTETRICS

BY ROBERT L. DE NORMANDIE, M.D., BOSTON.

TREATMENT OF ACUTE INVERSION OP THE UTERUS.

Phillips1 feels fhat the treatment advised byalmost all writers, that is, immediate replace-
ment of the inverted uterus, in all cases is not
the best advice. Prom his analysis of the cases,
he feels that the mere displacement of the uterus
should be ignored until the shock, which is so
frequently present, has been satisfactorily
treated. The shock, he says, is the most im-
portant symptom. It is present in the majority
of cases, and in some cases it is very profound,
and in not a few does it cause death within an
hour or two of the onset. On the other hand in
a considerable number of cases, there was no
shock at all. Pain and hemorrhage are the
other symptoms. The shock is produced during
the actual process of inversion. It is well
marked immediately after the accident, but
unless severe enough to have caused death, it
gradually disappears even though the uterus is
left in an inverted state. During the process
of reduction of the inversion, shock is also
caused, even when the patient is anaesthetized.
The shock so produced may be sufficient to kill
the already collapsed patient. Phillips has col-
lected from English literature 184 cases of
acute puerperal inversion, and of these 43 died,
23.4 per cent. The mortality given by various
authors varies from 40-50 per cent. In 79
cases in which the uterus was immediately re-

placed, in the presence of marked shock, over
30 per cent. died. In 23 cases where there was
no shock, immediate replacement was followed
by recovery. In 11 cases there is no note
as to the presence or absence of shock.
Immediate  replacement was possible in
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